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Abstract

Introduction: Bacterial community-acquired pneumonia (CAP) in children is
caused mostly by Streptococcus pneumoniae. The resistance of pneumococci
to penicillin is increasing. However, most guidelines still prefer treatment
with narrow-spectrum antibiotics. Therefore, we compared the effect of in-
travenous treatment with penicillin and broad-spectrum B-lactam antibiot-
ics in children with CAP. The objective of our study was to assess the eligi-
bility of treatment of bacterial CAP with intravenous penicillin.

Material and methods: We performed a prospective study and included 136
children hospitalised because of bacterial CAP. Patients were treated in-
travenously with either penicillin G or broad-spectrum B-lactam antibiotic
monotherapy. Lung ultrasound and blood tests were performed at admis-
sion and after 2 days of treatment. The time interval from the application
of antibiotics to permanent defervescence was recorded.

Results: Eighty-seven (64.0%) patients were treated with penicillin G, and
49 (36.0%) were treated with broad-spectrum B-lactam antibiotics. The me-
dian time to persistent defervescence was 5 h in the penicillin group and
8 h in the broad-spectrum group (p = 0.18). There were no significant differ-
ences between the treatment regimens regarding the effect on the consoli-
dation sizes or C-reactive protein levels. However, the decrease in the white
blood cell count was marginally greater in the penicillin treatment group
(p = 0.05).

Conclusions: We have shown that penicillin is as effective as broad-spec-
trum antibiotics in the treatment of bacterial CAP in children. Although the
resistance of pneumococci to antibiotics is increasing, clinicians should still
use penicillin and other narrow-spectrum B-lactam antibiotics in the treat-
ment of bacterial CAP in children.
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Introduction

Community-acquired pneumonia (CAP) is one of the main causes of
childhood mortality in the underdeveloped world, causing over 800 000
deaths annually in children under 5 years of age. In the developed world,
CAP is still a common and potentially serious illness associated with sig-
nificant morbidity [1, 2].
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Vaccination with the pneumococcal vaccine
reduced the incidence of classical bacterial pneu-
monia in developed countries. However, Strepto-
coccus pneumoniae remains an important cause
of CAP in children [3]. Most children with CAP can
be treated as outpatients, and antibiotics are of-
ten prescribed, as there are no widely available
biomarkers for the differentiation of viral from
bacterial causes [4, 5].

The excessive use of broad-spectrum antibi-
otics promotes the spread of resistance across
multiple bacterial species and has a detrimental
effect on the host microbiome [6]. Therefore, most
guidelines encourage the use of narrow-spectrum
and penicillin-based antibiotics in children with
(presumed) bacterial CAP [4]. The European Soci-
ety for Paediatric Infectious Diseases 2012 guid-
ance recommends either penicillin G or aminope-
nicillins [7] for children with CAP aged 3 months to
5 years. Similarly, clinical practice guidelines from
the Pediatric Infectious Disease Society and Infec-
tious Disease Society of America suggest either
ampicillin or penicillin G for inpatient treatment
of CAP in a fully immunized child when local ep-
idemiologic settings do not document high-level
penicillin resistance [8]. However, broad-spectrum
antimicrobial agents (including macrolides) are of-
ten prescribed in clinical practice in Europe and in
the United States [9-11].

In Slovenia, the susceptibility of S. pneumoniae
to penicillin is over 90% and is among the highest
in the world [12]. Therefore, our national guide-
lines recommend intravenous penicillin as a first-
choice treatment for bacterial CAP in hospitalised
children, and the combination of amoxicillin and
clavulanic acid is provided as an alternative, as
shown in Table | [13]. However, the resistance of
pneumococci to penicillin in Slovenia is increas-
ing, and recent data from 2017 showed 0.4% re-
sistance and 14.9% intermediate susceptibility to
intravenous penicillin [14].

Several studies compared the effect of broad-
and narrow-spectrum antibiotics in children with
CAP and have shown comparable efficacy, mea-
sured by the length of stay, complication rate, de-

crease of white blood cells (WBC) count and C-re-
active protein (CRP) level as well as by interval to
permanent defervescence [15-17]. However, these
studies were performed a decade ago and to the
best of our knowledge, no such studies have been
recently performed in European countries.

The research question of our study was: “Is pen-
icillin G as effective as other B-lactam antibiotics
in treating the bacterial CAP in hospitalized chil-
dren?” We hypothesised that the effectiveness of
treatment with penicillin G is comparable to that
of broad-spectrum antibiotic treatment. More spe-
cifically, the duration of fever, regression of pneu-
monic consolidations, improvement of laboratory
results, length of stay and complication rate in
patients treated with penicillin G are comparable
to those of treatment with broad-spectrum anti-
biotics. Therefore, the aim of the present research
was to perform a prospective study comparing the
effect of intravenous treatment with penicillin G
and broad-spectrum B-lactam antibiotics.

Material and methods
Participants

We performed a prospective study and includ-
ed 136 children with bacterial CAP who were hos-
pitalised in our Department of Pediatrics from
October 1, 2014 to August 31, 2019. The age of
the patients ranged from 4 months to 16 years.
Pneumonia was diagnosed according to the Brit-
ish Thoracic Society (BTS) criteria [18] and con-
firmed with lung ultrasound (LUS). All the studied
children were previously healthy and were not
born prematurely. We excluded patients who had
already been treated with antibiotics in the last
2 weeks before admission. In addition, we exclud-
ed patients who had already been admitted with
severe CAP and immediately required manage-
ment in the paediatric intensive care unit (ICU) or
had a large pleural effusion (> 1 c¢m thick) at ad-
mission. Some patients were excluded only after
the completion of treatment when alternative di-
agnoses or aetiologies were established. Bacterial
CAP was excluded in all patients in whom we de-

Table I. Intravenous antibiotic treatment of bacterial CAP in children according to the Slovenian national guidelines [13]

Age Antibiotic

Daily dose/kg: n!

4 months to 5 years

Benzylpenicillin G (C)

150 000-250 000 units: 4

Amoxicillin/clavulanic acid (A)

100 mg (amoxicillin): 3-4

5-18 years

Benzylpenicillin G or

Amoxicillin/clavulanic acid

150 000-250 000 units: 4
maximal daily dose 24 million units
100 mg (amoxicillin): 3-4
maximal daily dose (amoxicillin): 4 g

4 months — 18 years — allergy
to penicillin

Cefuroxime

100 mg: 3
maximal daily dose = 4.5 g

!Number of daily doses, C — treatment of choice, A — alternative treatment.
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tected atypical bacteria (e.g., Mycoplasma pneu-
moniae or Chlamydophila pneumoniae) as well as
in all patients with normal serum procalcitonin
(PCT) level (< 0.25 ng/ml) [19]. When no viruses or
atypical bacteria were detected, either leucocyto-
sis (> 15 x 10%1) or alveolar infiltrate on CXR was
sufficient for the diagnosis of bacterial CAP [20-
22]. Bacterial CAP (co-infection or superinfection)
was still considered in patients with leucocytosis
and alveolar infiltrate on CXR, even when viruses
were detected in the nasopharyngeal swab. When
no aetiology could be established, the patient was
also excluded from the study. The recruitment of
patients for the study is presented in Figure 1. The
final diagnosis of bacterial CAP was confirmed at
discharge from the hospital by two senior paedi-
atric pulmonologists.

Clinical characteristics and length of hospital
stay were recorded. Body temperature was meas-
ured with a tympanic thermometer every hour
from admission until permanent normalisation of
body temperature (below 37.5°C), and the interval
from administration of antibiotics to permanent
defervescence was recorded. Complications that
emerged during the treatment, such as large pleu-

pneumonia in children

ral effusion (> 1 cm thick — measured with LUS) or
empyema, pulmonary abscess, need for transfer
to the ICU and need for readmission (in 7 days),
were recorded.

Ethical approval and informed consent

The study was approved by the Ethics Commit-
tee of University Medical Centre, Maribor, Slove-
nia. The study was performed according to the
World Medical Association Declaration of Helsinki,
revised in 2000, Edinburgh, and with the under-
standing of all participants or their legal guard-
ians (for children younger than 16 years), who
signed an informed consent form.

Diagnostic investigations

Venous blood was collected from all partici-
pants at admission to obtain complete and differ-
ential blood counts, C-reactive protein levels and
blood cultures. White blood cell and neutrophil
counts were recorded. PCT levels were determined
in most patients. Laboratory results of WBC count
and CRP tests were repeated 48 h after admission.
We collected nasopharyngeal swabs from all pa-

CAP

Chronical illness

Y

Treated before admission

Transfer to ICU

Normal PCT

\4

Detection of atypical

bacteria (PCR)

!

Negative results of PCR

' !

!

Detection of viruses (PCR)

! !

Alveolar infiltrate on CXR
and/or T WBC count

No alveolar infiltrate on
CXR and normal WBC count

Normal WBC count and/or
no alveolar infiltrate on CXR

Alveolar infiltrate on CXR
and T WBC count

Y

v

Y

Exclusion from the study

Bacterial CAP

Exclusion from the study
(viral CAP)

Figure 1. Recruitment of patients with bacterial community-acquired pneumonia. 271 patients with communi-
ty-acquired pneumonia were enrolled initially. Of those, 5 were treated in the intensive care unit from admission,
37 had chronical illness or have been born premature, 68 had normal procalcitonin level, 27 received antibiotics
before the admission, 27 were identified as atypical bacterial pneumonia, 62 as viral pneumonia and in 42 patients
no aetiology could be identified. A large proportion of patients were excluded by more than one criterion

CAP — community-acquired pneumonia, PCR — polymerase chain reaction-based assay from nasopharyngeal swabs, normal
PCT — serum procalcitonin level < 0.25 ng/m|, T WBC - increased white blood cell count (> 15 x 10°/l), CXR — chest X-ray,

ICU - intensive care unit.
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tients for the detection of respiratory viruses and
atypical bacteria using polymerase chain reaction
(PCR)-based assays. All microbiological assays
were performed by the National Laboratory of
Health, Environment and Food, Maribor, Slovenia.

All patients underwent LUS on the day of ad-
mission, followed by CXR in 119 (87.5%) patients.
LUS was repeated after 48 h in 64 (47.1%) pa-
tients. CXR was performed in all patients with
uncertain aetiology (e.g., detected viruses and
leucocytosis) and at the discretion of the treating
physician. A standard posteroanterior (PA) view
was used, and the images were evaluated by
a paediatric radiologist.

Lung ultrasound

In the last decade, several studies and me-
ta-analyses have proven lung ultrasound (LUS) to
be an excellent alternative to CXR [23, 24]. LUS
is especially suitable for follow-up and monitoring
of CAP [25, 26]. LUS was performed with a Sonos-
ite (SonoSite, Inc. Bothell, WA, USA) portable ul-
trasound machine by a paediatric pulmonologist.
We used a linear probe (13-6 MHz) in infants and
toddlers and a curved probe (8-5 MHz) in older
children and adolescents. LUS was performed ac-
cording to the technique described by Copetti and
Cattarossi [27]. Pleural effusion presence was also
recorded. However, only the presence of consol-
idation was considered a diagnostic criterion for
pneumonia in our study. Pneumonic consolida-
tion was defined as the presence of hypoechoic
or isoechoic (echogenicity similar to that of the
liver) areas with dynamic air bronchograms and/
or shred signs to distinguish between pneumonic
consolidation and lung collapse [28, 29].

The dimensions of each consolidation were
measured in the longitudinal, transverse and sag-
ittal axes, and the largest diameter was record-
ed. At follow-up, the LUS regression/progression
of consolidation sizes was evaluated as described
above.

Antibiotic treatment

All the patients were treated with antibiotics
administered intravenously according to the Slo-
venian national guidelines [13], as presented in
Table I. The choice of antibiotic was at the discre-
tion of the treating physician, and monotherapy
was prescribed in all cases.

Statistical analysis

Statistical analysis was performed with IBM
SPSS 24.0 software (IBM Inc., Armonk, NY, USA).
Initial data were matched between treatment
groups using propensity score matching by means
of logistic regression (sampling without replace-

ment) and using predictors such as age, presence
of respiratory distress, need for additional oxy-
gen, pretreatment CRP level and WBC count and
pretreatment size of LUS-detected consolidation.
Match tolerance was set to 0.1. The Mann-Whit-
ney U-test was performed to compare the quan-
titative variables between the different treatment
groups after a Kolmogorov-Smirnov test of nor-
mality. To avoid the ceiling effect, laboratory re-
sults and consolidation sizes at follow-up were
normalised to the initial values to obtain post/
pre ratios. Ratios between groups were then ana-
lysed using the Mann-Whitney U-test. In addition,
we analysed the effect of therapy using binomial
generalised linear models, adjusting for sex and
age. Kaplan-Meier survival analysis was used to
compare the effect of both antibiotic treatment
regimens regarding the normalisation of body
temperature. For comparison of qualitative (clin-
ical or radiographic) characteristics, Fisher’s exact
or x? test was used. The a level for all tests was
set to 0.05, and p-values are presented for two-
tailed tests.

Results
Demographic and clinical characteristics

We included 136 children with CAP 60 (44.1%)
of whom were girls. Eighty-seven (64.0%) patients
were treated with penicillin G and 49 (36.0%)
with broad-spectrum B-lactam antibiotics; of
those treated with broad-spectrum B-lactams,
42 (85.7%) were treated with a combination of
amoxicillin and clavulanic acid and 7 (14.3%) with
a third-generation cephalosporin antibiotic. Epide-
miological, clinical, laboratory and LUS characteris-
tics before the treatment are presented in Table II.
No cases were excluded after propensity score
matching.

Effect of treatment

The median time to persistent defervescence
was 5 h (IQR = 9) in the penicillin group and 8 h
(IQR = 17) in the broad-spectrum group (p =
0.18). The effect of therapy on the normalisation
of body temperature is presented with a survival
(Kaplan-Meier) graph — Figure 2.

We observed no significant differences between
the treatment groups regarding the effect of ther-
apy on the size of the LUS-detected consolidation
(p = 0.99), neutrophil count (p = 0.33) or CRP con-
tent (p = 0.06) and a marginally better effect of
penicillin than broad-spectrum B-lactams on the
decrease in WBC count (p = 0.05) (Figure 3).

Regarding the rate of complications, we ob-
served 6 (6.9%) cases of large pleural effusion
that emerged during the treatment in the penicil-
lin group and 6 (12.2%) cases in the broad-spec-
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Table II. Epidemiological, clinical, laboratory and ultrasound characteristics of children with community-acquired
pneumonia before antibiotic treatment according to the treatment regime

Characteristic Penicillin treatment Broad-spectrum antibiotic P-value
(n =87) treatment (n = 49)
Crackles on auscultation, n (%)! 19 (21.8) 20 (42.6) 0.03
Upper respiratory tract infection, n (%)* 37 (42.5) 25 (51.0) 0.37
Wheezes on auscultation, n (%)* 5(5.7) 6(12.2) 0.20
Chest/abdominal pain?, n (%) 42 (52.5) 19 (45.2) 0.57
Diminished breath sounds, n (%)! 25 (28.1) 15 (30.6) 0.85
Respiratory distress, n (%)? 7 (8) 9(18.4) 0.10
Bronchial breathing, n (%)* 16 (18) 6(12.2) 0.47
Need for additional oxygen, n (%)* 4 (4.6) 2 (4.1) 1.00
Chest X-ray infiltrate, n (%)* 62 (83.8) 35 (77.8) 0.47
Pleural effusion, n (%)* 5(1) 8 (5) 0.20
Age, median (IQR) [months] 39.8 (31) 34.7 (39) 0.30
WBC count, median (IQR) [x 10%/1] 22.8 (13.6) 22.4(13.4) 0.15
CRP, median (IQR) [mg/dl] 149 (106) 142 (146) 0.59
Neutrophil count, median (IQR) [x 10°/1] 16.7 (12.6) 16.2 (12) 0.12
LUS infiltrate size, median (IQR) [mm] 30 (20) 30 (23) 0.39

!Number of subjects with a particular characteristic (percentage in parentheses). 2Chest and/or abdominal pain was recorded only
in patients aged at least 15 months. CAP — community acquired pneumonia, IQR — interquartile range, WBC — white blood cells,

CRP — C-reactive protein, LUS - lung ultrasound.

trum group (p = 0.35). Only 4 (4.6%) patients were
readmitted in the penicillin group and 2 (4.1%) in
the broad-spectrum group (p = 0.86). In the pen-
icillin treatment group, 2 (2.3%) patients needed
a transfer to the ICU, compared with 1 (2.0%)
patient in the broad-spectrum treatment group
(p = 0.92). No other complications were observed.
The median length of stay in both treatment
groups was 2 days.

In addition, we analysed the effect of therapy,
adjusting for sex and age, with a generalised lin-
ear model and still found an association of pen-
icillin treatment with greater WBC count decline
(p < 0.01) and a marginal association with neutro-
phil count decline (0.05). There was no association
of treatment choice with CRP decline (p = 0.46) or
regression of pneumonic consolidation detected
with LUS (p = 0.86).

Discussion

In our prospective study, we found that treatment
of CAP in children with narrow-spectrum intrave-
nous penicillin is as least as successful as treatment
with broad-spectrum B-lactam antibiotics.

We found that the median interval of 5 h from
the administration of antibiotic therapy to perma-
nent defervescence in the penicillin G treatment
group was comparable to the 8-hour interval in

the group of patients treated with broad-spec-
trum antibiotics. The effects of both treatment
regimens on the laboratory results, regression of
consolidations (measured with LUS) and the rate
of complications were comparable. We observed
a marginally significantly greater decrease in WBC
count when patients were treated with penicillin.
Amarilyo et al. compared the effect of parenter-
al penicillin G and cefuroxime for the treatment

Febrile patients (%)

50

Time [h]
----- Broad-spectrum

—— Penicillin

Figure 2. Kaplan-Meier survival curves comparing
the effect of penicillin and broad-spectrum B-lactam
antibiotic treatment on the normalisation of body
temperature in children with community-acquired
pneumonia
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Figure 3. Comparison of the effect of penicillin and broad-spectrum antibiotic treatment on the consolidation size
and laboratory results in children with community-acquired pneumonia

Post/Pre ratio — follow-up value divided by baseline value at admission, CRP — C-reactive protein, WBC — white blood cell count,
LUS — lung ultrasound-measured consolidation size, *significant difference.

of CAP in Israeli children older than 10 years ago
and found that treatment with cefuroxime was
not superior. The median time to defervescence
in their study was over 24 h, which is much lon-
ger than that in our study. The magnitude of the
effect of treatment on WBC count and CRP was
similar to our results. However, the mean time in-
terval between the initial and follow-up laboratory
results was approximately 3 days, which is a day
longer than in our study [15]. According to the in-
clusion criteria and the initial laboratory results
at admission, our patients were of similar sever-
ity. The better effect of therapy observed in our
study can therefore be explained by the very high
susceptibility of S. pneumoniae to B-lactam antibi-
otics in Slovenia [12]. The second explanation for
the much shorter duration of fever in our study is
the very strict criteria we used for the diagnosis
of bacterial CAR only after performing microbio-
logical investigations to exclude viral and atypical
bacterial CAP.

A large retrospective study performed by Wil-
liams et al. in the United States compared the ef-
fect of treatment of bacterial CAP in children with
narrow-spectrum antibiotics (penicillin or ampicil-
lin) and third-generation cephalosporins adminis-

tered intravenously. They observed no association
of treatment choice with hospital length of stay
or the rate of complications. The direct compari-
son of that study with our results is limited, as the
main outcomes in our study were different. The
other main difference is that the majority (64%) of
our patients were treated with narrow-spectrum
antibiotics, compared to only 10.3% of patients
included by Williams et al. [16].

A study performed by Queen et al. in the United
States also compared the effect of CAP treatment
in children with broad- and narrow-spectrum an-
tibiotics. However, they considered the combi-
nation of amoxicillin and clavulanic acid as well
as the combination of macrolide and aminopen-
icillin as a narrow-spectrum drug regime. Never-
theless, the mean time to defervescence in the
study performed by Queen et al. was 6.1 h in the
narrow-spectrum group and 9.1 h in the group of
patients treated with broad-spectrum antibiotics,
which is very similar to our results [17].

In both of the above-mentioned studies per-
formed in the United States [16, 17], the treat-
ment of CAP with narrow-spectrum antibiotics
was much less frequently applied than broad-spec-
trum drug therapy. This situation is in contrast
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with the 2011 Paediatric Infectious Diseases Soci-
ety/Infectious Diseases Society of America (PIDS/
IDSA) guidelines for the management of children
with CAP in which narrow-spectrum antimicrobi-
al therapy is recommended for most hospitalised
children [8].

One of the main outcomes of our study was
the change in the size of LUS-detected consolida-
tions, which was not used before for the purpose
of evaluating treatment effects. Unlike CXR, LUS
is an excellent tool for the early follow-up of CAP
in children. LUS has already been established as
a preferred method for the detection of pleural
effusion and a sensitive tool for the detection of
CAP in children [23, 28]. Moreover, several studies
have shown that LUS findings parallel the clinical
course of pneumonia, and the regression of pneu-
monic consolidations can already be observed af-
ter a few days of treatment [25, 26]. Buonsenso
et al. have shown the potential usefulness of LUS
in monitoring the response to antibiotic therapy in
very small sample of children with CAP [30].

Broad-spectrum antibiotics are often prescribed
in the emergency department and are then contin-
ued in the inpatient setting [31]. Therefore, one of
the main reasons that the majority of our patients
were treated with narrow-spectrum antibiotics
could be the exclusion of all patients treated with
antibiotics before admission.

CRP level and WBC count decrease are proba-
bly less useful as measures of the antibiotic ef-
ficacy in the adult population as pre-treatment
values were found much lower (compared to chil-
dren) with a median CRP level of 68.3 mg/dl and
a median WBC count of 11.1 x 10%l in adults with
gram-positive bacterial pneumonia [32].

Our study has several limitations. There is no
“gold standard” for the diagnosis of bacterial CAP
in children. Blood culture is positive in less than
10% of children with uncomplicated bacterial CAP
[33]. Sputum is seldom obtained from preschool
children, and the results are not specific [34]. Al-
though we used additional criteria for the diag-
nosis of bacterial CAP (Figure 2) very similar to
those recently suggested by Bhuiyan et al. [22],
we probably still excluded some children with bac-
terial CAP in whom we detected respiratory virus-
es and atypical bacteria. It is well known that the
isolation of viruses or atypical bacteria from the
upper airways is not direct proof of lower respira-
tory tract infection because prolonged viral shed-
ding or asymptomatic colonisation is common in
children [35]. Although our study was prospective,
the patients were not randomly assigned to ei-
ther treatment group. This potential selection bias
stems from the clinical settings of the study and
the preference of physicians (who were on duty at
admittance) for narrow- or broad-spectrum anti-

pneumonia in children

biotics. However, using the propensity score, we
found that both groups were matched before the
treatment, and no patients needed to be excluded
from the study.

In conclusion, we have shown that the treat-
ment of CAP in children with penicillin G is at least
as successful as treatment with broad-spectrum
B-lactam antibiotics. Such results are even more
important in the present era of the increasing re-
sistance of bacteria to antibiotics. The translation
of microbiological results into clinical practice is
not always straightforward. However, the results
of our study should encourage us to adhere to the
guidelines that promote the use of narrow-spec-
trum antibiotics. Such clinical practice minimis-
es the impact of antibiotic use on the emerging
problem of bacterial resistance and the collateral
damage effect on the microbiota [14].

Acknowledgments

We would like to thank the paediatric radiol-
ogist Matija Zerdin, MD from the Department of
Radiology, University Medical Centre, Maribor, Slo-
venia, for the interpretation of chest X-rays.

Conflict of interest

The authors declare no confilct of interest.

References

1. urihttp://www.who.int/en/news-room/fact-sheets/de-
tail/pneumonia (last assessed 28" June 2020).

2. Wysocki J, Sluzewski W, Gutterman E, Jouve S, Moscari-
ello M, Balter I. Active hospital-based surveillance of in-
vasive pneumococcal disease and clinical pneumonia in
infants and young children in two Polish counties. Arch
Med Sci 2016; 12: 629-38.

3. Tramper-Stranders GA. Childhood community-acquired
pneumonia: a review of etiology and antimicrobial
treatment studies. Paediatr Respir Rev 2018; 26: 41-8.

4. Gupta S, Lodha R, Kabra S. Antimicrobial therapy in
community-acquired pneumonia in children. Curr Infect
Dis Rep 2018; 20: 47.

5. Esposito S, Principi N. Defining the aetiology of paediat-
ric community-acquired pneumonia: an unsolved prob-
lem. Expert Rev Respir Med 2019; 13: 153-61.

6. Melander RJ, Zurawski D V, Melander C. Narrow-spec-
trum antibacterial agents. Medchemcomm 2018; 9:
12-21.

7. Esposito S, Cohen R, Domingo JD, et al. Antibiotic ther-
apy for pediatric community acquired pneumonia: do
we know when, what and for how long to treat? Pediatr
Infect Dis ) 2012; 31: 78-85.

8. Bradley JS, Byington CL, Shah SS, et al. The management
of community-acquired pneumonia in infants and chil-
dren older than 3 months of age: clinical practice guide-
lines by the Pediatric Infectious Diseases Society and
the Infectious Diseases Society of America. Clin Infect
Dis 2011; 53: 25-76.

9. Messinger Al, Kupfer O, Hurst A, Parker S. Management
of pediatric community-acquired bacterial pneumonia.
Pediatr Rev 2017; 38: 394-409.

Arch Med Sci



Vojko Berce, Maja Tomazin, Erika Jerele, Masa Cugmas, Ma3a Berce, Mario Gorenjak

10.

11.

12.

13.

14.

15

16.

17.

18.

19.

20.

21.

22.

23.

24.

25.

26.

27.

28.

Florin TA, Byczkowski T, Gerber JS, Ruddy R, Kupper-
mann N. Diagnostic testing and antibiotic use in young
children with community-acquired pneumonia in the
United States, 2008-2015. ) Pediatric Infect Dis Soc
2020; 9: 248-52.

Poole NM, Shapiro DJ, Kronman MR Hersh AL. Ambula-
tory antibiotic rescribing for children with pneumonia
after publication of national guidelines: a cross-section-
al retrospective study. Infect Dis Ther 2020; 9: 69-76.
Sader HS, Mendes RE, Le J, Denys G, Flamm RK, Jones RN.
Antimicrobial susceptibility of Streptococcus pneumoni-
ae from North America, Europe, Latin America, and the
Asia-Pacific region: Results from 20 years of the SENTRY
antimicrobial surveillance program (1997-2016). Open
Forum Infect Dis 2019; 6 (Supp! 1): 14-23.

Cizman M. Beovi¢ B. How to Prescribe Antimicrobial
Drugs in Hospital. 2" ed. Slovenian Medical Associa-
tion, Ljubljana 2013.
urihttp://www.imi.si/strokovnazdruzenja/skuopz/do-
kumenti/skoupztenenbaum porocilo_2017 CIP.pdf (last
assessed 17" January 2020).

. Amarilyo G, Glatstein M, Alper A, et al. IV penicillin G is

as effective as IV cefuroxime in treating community-ac-
quired pneumonia in children. Am ) Ther 2014; 21: 81-4.
Williams DJ, Hall M, Shah SS, et al. Narrow vs broad-spec-
trum antimicrobial therapy for children hospitalized
with pneumonia. Pediatrics 2013; 132: e1141.

Queen MA, Myers AL, Hall M, et al. Comparative effec-
tiveness of empiric antibiotics for community-acquired
pneumonia. Pediatrics 2014; 133: 23-9.

Harris M, Clark J, Coote N, et al. British Thoracic Society
guidelines for the management of community acquired
pneumonia in children: update 2011. Thorax 2011; 66
(Suppl 2): 1-23.

Stockmann C, Ampofo K, Killpack J, et al. Procalcitonin
accurately identifies hospitalized children with low risk
of bacterial community-acquired pneumonia. J Pediatric
Infect Dis Soc 2018; 7: 46-53.

Korppi M, Kiekara O, Heiskanen-Kosma T, Soimakallio S.
Comparison of radiological findings and microbial aeti-
ology of childhood pneumonia. Acta Paediatr 1993; 82:
360-3.

Shuttleworth DB, Charney E. Leukocyte count in child-
hood pneumonia. Am J Dis Child 1971; 122: 393-6.
Bhuiyan MU, Blyth CC, West R, et al. Combination of
clinical symptoms and blood biomarkers can improve
discrimination between bacterial or viral communi-
ty-acquired pneumonia in children. BMC Pulm Med
2019; 19: 71.

Orso D, Ban A, Guglielmo N. Lung ultrasound in diagnos-
ing pneumonia in childhood: a systematic review and
meta-analysis. J Ultrasound 2018; 21: 183-95.

Pereda, MA, Chavez MA, Hooper-Miele CC, et al. Lung
ultrasound for the diagnosis of pneumonia in children:
a meta-analysis. Pediatrics 2015; 135: 714-22.
Urbankowska E, Krenke K, Drobczynski t, et al. Lung ul-
trasound in the diagnosis and monitoring of community
acquired pneumonia in children. Respir Med 2015; 109:
1207-12.

Musolino AM, Toma R Supino MC, et al. Lung ultrasound
features of children with complicated and noncompli-
cated community acquired pneumonia: a prospective
study. Pediatr Pulmonol 2019; 54: 1479-86.

Copetti R, Cattarossi L. Diagnosi ecografica di polmonite
nell’eta pediatrica. Radiol Medica 2008; 113: 190-8.
Volpicelli G. Lung sonography. J Ultrasound Med 2013;
32:165-71.

29.

30.

31.

32.

33.

34.

35.

Miller A. Practical approach to lung ultrasound. BJA Educ
2016; 16: 39-45.

Buonsenso D, Brancato F, Valentini P et al. The use of
lung ultrasound to monitor the antibiotic response of
community-acquired pneumonia in children: a prelimi-
nary hypothesis. J Ultrasound Med 2019; 39: 817-26.
Tramper-Stranders GA. Childhood community-acquired
pneumonia: a review of etiology and antimicrobial
treatment studies. Paediatr Respir Rev 2018; 26: 41-8.
Turker H, Hazar A, Ocakli B. Inflammatory markers in
hospitalized patients with bacterial pneumonia: com-
parison of Gram-positive versus Gram-negative etiology
and admission versus discharge findings. Arch Med Sci
2020; https://doi.org/10.5114/a0ms.2020.95051.
Neuman MI, Hall M, Lipsett SC, et al. Utility of blood cul-
ture among children hospitalized with community-ac-
quired pneumonia. Pediatrics 2017; 140: e20171013.
Driscoll AJ, Karron RA, Morpeth SC, et al. Standardiza-
tion of laboratory methods for the PERCH study. Clin
Infect Dis 2017; 64 (Suppl 3): 245-52.

Hammitt LL, Feikin DR, Scott JAG, et al. Addressing the
analytic challenges of cross-sectional pediatric pneu-
monia etiology data. Clin Infect Dis 2017; 64 (Suppl 3):
197-204.

Arch Med Sci


http://www.imi.si/strokovnazdru�enja/skuopz/dokumenti/skoupztenenbaum porocilo_2017 CIP.pdf
http://www.imi.si/strokovnazdru�enja/skuopz/dokumenti/skoupztenenbaum porocilo_2017 CIP.pdf

	_GoBack
	_Hlk36208049
	_Hlk44865613
	_Hlk44253900
	_Hlk36209513
	_Hlk36209887
	_Hlk44865916
	_Hlk31211009
	_Hlk31211144
	_Hlk44863687
	_Hlk31211839
	_Hlk35878088
	_Hlk44865898

